OxyContin, formerly one of the most commonly prescribed medications for chronic pain in Canada, was discontinued, delisted from the Ontario Drug Formulary, and replaced by a tamper-resistant formulation in 2012. The impact of discontinuing OxyContin on patients formerly prescribed it to treat chronic pain was unreported. Patients with chronic pain aged 45 years and over ( = 13) were recruited from two primary care and one specialty practice sites and interviewed using a semistructured guide to capture their experiences with discontinuing OxyContin, the efficacy of alternate medications, and relationships with physicians. Additional interviews were conducted with their physicians ( = 7) to obtain physician perceptions on discontinuation and to expand understanding of the patients' experiences. Aspects of patients' pain and medical care through the discontinuation process revealed emergent themes that both converge and diverge from that of treating physicians. Areas of divergence include the motive for discontinuation, which was condemned by most patients but supported by all physicians, and the perceived impact of discontinuance on pain control, with the majority of patients experiencing a negative impact and most physicians describing it as insignificant. Perceptions of patients and physicians coincided on the need to optimize pain management practices.
Introduction
OxyContin, a controlled-release semisynthetic formulation of oxycodone, was approved by the US Food and Drug Administration in 1995 [1] to treat moderate to severe chronic pain when continuous analgesia was required [1] [2] [3] . This opioid analgesic entered the Canadian market in 1996 [4] and the Ontario Provincial Drug Benefit Formulary in 2000 [5, 6] . OxyContin was made as a controlled-release formulation, but the tablet could be crushed and then injected or snorted to produce a strong sense of euphoria [7] [8] [9] [10] . It became one of the most highly abused medications in Canada [11] and the United States [7, 12, 13] . In Ontario, prescriptions for oxycodone medications increased by 900% from 1991 to 2009 [5, 14] , and the number of oxycodone-related deaths increased by 416% between 1999 and 2004 [5] . Across the country, a 2010 report shows that Canada has been ranked the second biggest per capita consumer of prescription opioids, with 460,000 doses ingested daily per million people [15] . According to Industry Canada, sales of OxyContin rose from $1 million in 1998 to $217 million in 2010, indicating an annual increase of 9.1% [5, 16] . In the past two decades, overdose deaths involving opioids among Ontarians have increased by 2.5 times reaching about 50 deaths annually by 2010 [17] . The majority (79.7%) of these deaths were accidental or of undetermined cause.
OxyContin was discontinued and delisted from the Ontario Drug Benefit Formulary in early 2012 [18] . The decision was touted as a positive step towards curbing prescription opioid misuse. However, the change also coincided with the expiry of OxyContin's patent and OxyContin maker Purdue Pharma's decision to phase out OxyContin in favour of OxyNEO5, a tamper-resistant formulation of the same medication. OxyNEO was more difficult to crush or liquefy, making it harder to snort or inject. Since OxyNEO was deemed bioequivalent to OxyContin, it was approved for 2 Pain Research and Management market without further studies required. OxyNEO was made available for patients previously on OxyContin for a one-year period (February 2012 to 2013), and since then, OxyNEO has remained available in Ontario when paid for through private drug plans, out of pocket, as a part of the Exceptional Access Program or through Palliative Care Facilitated Access [19] . In the same year, Health Canada also approved six generic versions of OxyContin [20] .
Complicating the picture further, the risks of addiction associated with OxyContin and the ensuing discontinuation were frequently covered in the media while the drug's usefulness in chronic pain management remained debatable. A subsequent systematic review showed that, despite widespread use, there was insufficient evidence to suggest long-term opioids were actually effective in improving chronic pain and function [21] . Working through the waves of change and finding a balance between adequate treatment and negative outcomes were significant challenges for patients with chronic pain and their prescribers. However, very little has been written about their reflections as social agents in this discontinuation process. This study aims to explore the perceptions of patients with chronic pain and their physicians on OxyContin discontinuation and the impact that it had on chronic pain care and management.
Methods
A concurrent nested mixed-methods approach was used to capture the experiences of patients with chronic pain and their physicians after OxyContin discontinuation. This study was reviewed and approved by the Office of Research Ethics at the University of Waterloo and the Health Sciences Research Ethics Board at Western University.
Patient and Physician Recruitment.
Patients were recruited from client bases of patients who had received OxyContin for chronic pain at two rural primary care sites and one urban specialty pain clinic in Southwestern Ontario. Recruitment posters and flyers included brief information on the research topic, study purpose, inclusion criteria, time requirements, and contact details. Eligibility criteria included being 45 years or older, suffering from chronic pain for at least six consecutive months, and having taken OxyContin for at least six months before discontinuation. Eligibility was determined by telephone screening. The age of 45 years was selected as a cut-off to target people middle-aged and older since the prevalence of chronic pain increases with age [22] [23] [24] .
Names of respective physicians responsible for OxyContin prescribing were collected from study patients. The physicians were contacted by the research team, informed about the study, and invited to participate.
All participants were assigned random code identifiers to maintain confidentiality.
Data Collection.
Data were collected between July and October 2013. Study interviews were held either in a private clinic room or at home for participating patients and at the clinic for participating physicians. Before interviews, patients completed two questionnaires-the Patient Treatment Satisfaction Scale (PTSS) and the Brief Pain Inventory (BPI)-to provide point-in-time insights into measures such as pain intensity, satisfaction with current pain medication, and effect of pain on their quality of life (QOL).
The PTSS, used to evaluate satisfaction with pain treatment, is comprised of 39 items assembled in five domains: (a) information about pain and its treatment (five items); (b) medical care (eight items); (c) impact of current pain medication (eight items); (d) side effects of current pain medication (12 items); and (e) satisfaction with current pain medication [divided into medication characteristics (three items) and efficacy (three items)] to be evaluated on a fivepoint Likert scale [25] .
The BPI, applicable to pain of different etiologies [26, 27] , includes four pain severity items, body diagrams to specify the location of pain, a question about percentage of pain relief attained by medication, and seven pain interference items. Patients rated their current pain intensity and strength in the last 24 hours at its worst, least, and average on 0-10 scales. Patients also rated the extent of pain interference with seven QOL domains: (a) general activity, (b) mood, (c) walking ability, (d) work, (e) relations with others, (f) sleep, and (g) enjoyment of life.
Patient interviews took about 40-60 minutes and physician interviews took about 20-30 minutes. Each followed a guide covering the discontinuation process, pain relief, and personal experiences. Physician participants were not informed of any information relevant to the patient participant and interviews focused on their general perceptions instead of specific cases. All interviews were conducted by an investigator who was a graduate student in pharmacy with training in qualitative research.
Data Analysis.
Quantitative survey data were analyzed using Qualtrics, an online survey analysis application.
The audio recordings of each interview were transcribed manually and proofread by a second reader and then sent to participants for review. Data from the interviews and personal observations were sorted and manually coded for units of meaning using a two-step process, where an initial four-to-five-word code was assigned to each line of the transcript to reflect the meaning of the line. These codes were reviewed repeatedly to elucidate specific focused codes and to synthesize theoretical categories representing distinct patterns and themes. The data sets were compared and contrasted to identify similarities and differences. Memowriting, both field notes made during the interview and reflexive memos written during the coding and categorizing of data, was employed to capture reflections on the collected data. The themes that emerged were then categorized into focused classes. Analysis and theme categorization were confirmed by a second reader with Ph.D. training in qualitative research. 
Results

Participant Characteristics.
A total of six patients enrolled from the urban specialty clinic and seven enrolled from the two rural primary care sites (four and three, resp.). Participant characteristics are summarized in Table 1 . The mean age was 58 years (range: 46-78 years). On average, they had suffered from chronic pain for 7 years (range: 2-11 years). All patients provided their physician's contact information, resulting in communications with eight physicians (five general practitioners (GPs) and three pain specialists) at three locations. All physicians enrolled in the study, but one GP withdrew, leaving one patient unrepresented.
Patient Treatment Satisfaction
Scale. The PTSS revealed that eight (61.5%) patients received sufficient information on causes of their pain and treatment options, seven (53.8%) required more information on their pain medications, and ten (76.9%) wished to be more informed on possible side effects. None wanted to receive less information on any aspect. Twelve patients (92.3%) noted that they questioned their physicians easily, eleven (84.6%) agreed that medical staff kept them from worrying, and ten (76.9%) confirmed their physicians' willingness to prescribe desired medications. Patients were divided on their opinions of the impact of their medication on their QOL, with equal numbers agreeing or disagreeing that their medication improves concentration or permits increased participation in leisure activities. However, eight patients (61.5%) agreed that their medication positively affected their physical health and improved their outlook on life but nonetheless failed to meet expectations, while nine (69.2%) were dissatisfied with their current medications. Only three (23%) patients were satisfied with their medications, and one (8%) was neutral. Table 2 summarizes patient responses to the BPI questionnaire. Eleven patients (84.6%) reported their back as the most significant source of pain. Patients rated their current pain level at a mean value of 5.6 (range: 0-9, = 13), with average pain at 5.2 (range: 1-8), which was relieved 53.8% (range: 10-90%) in the past 24 hours. Pain interfered most with sleep, normal work, and enjoyment of life, but other QOL domains were also negatively influenced by pain. Appetite was the only domain where some patients reported no interference.
Brief Pain Inventory.
Emergent Themes from Patient Interviews.
The six major themes and their contributing subthemes that emerged are described below and listed in Table 3 .
Theme 1: Disagreement with the Motive for Discontinuation.
Overall, patients strongly disagreed with the rationale for discontinuing OxyContin to reduce addiction. In contrast, patients strongly believed that discontinuation would fail to halt OxyContin addiction because people could instead abuse other medications, succeed in overcoming the tamperresistant mechanism of the new formulation, and/or access OxyContin where it was still available. Patients felt they were being punished for the actions of people who misuse the medication and were concerned about being perceived as being dependent themselves. They also feared removing OxyContin would lead to increased emergency visits because of withdrawal, as well as increased pharmacy robberies and higher crime rates. Furthermore, patient participants felt neglected and inadequately considered in the decision to discontinue the drug. Other medications patients tried also failed to match the pain relief experienced with OxyContin and negatively impacted physical activity and cognitive ability. As a result, patients felt threatened by the discontinuation and deprived of their medication and resented enduring trials to optimize alternate medication regimes. Some experienced withdrawal while switching to other medications and preferred to continue with OxyContin, which they felt provided optimal benefit. Two patients resented having to pay for OxyNEO, which
was not funded as a general benefit under the Ontario drug benefit program once the initial year ended. Those with good pain control to begin with described a more smooth transition to OxyNEO ( = 2) or hydromorphone ( = 1). Both patients that experienced residual pain with OxyContin continued to have similar pain with OxyNEO.
Theme 4: Choosing to Get Off OxyContin Permanently.
Two patients decided to discontinue OxyContin by themselves because of concerns over becoming physically and Pain Research and Management 5 Some patients recalled being put on OxyContin without receiving any information on the drug properties and its long-term effects in advance. One patient expressed a lack of trust in the medication-related information provided by her physician at discontinuation because the physician had failed to inform her about OxyContin's properties at initiation. Patients also expressed uncertainty about the risk-benefit ratio of using OxyContin or alternative medications. Decisions were based upon their personal experiences and on their physicians' advice. Conflicting opinions among physicians and poor integration of medical services across healthcare professionals led to increased confusion about the medications. Less frequently mentioned concepts included learning about inaccurate information about medications, recalling bad experiences with healthcare providers, and selfmedicating according to personal needs.
Emergent Themes from Physician Interviews.
Seven physicians (four GPs and three pain specialists) provided insights on the discontinuation of OxyContin, which resulted in five themes, each with a number of subthemes. These are outlined in Table 4 .
Theme 1: Support for the Motive for Discontinuation.
All physicians strongly supported the discontinuation of OxyContin and its removal from the Ontario Drug Benefits Formulary. Six supported the provincial government's decision to leave OxyNEO unfunded, thereby restricting accessibility through the Exceptional Access Program. They believed the addiction potential of OxyContin exceeded that of other opioids, resulting in elevated rates of misuse. 
I think it was a good idea, to discontinue
Theme 2: Discontinuation Insignificantly Impacted Pain
Control. All physicians believed that discontinuation of OxyContin had insignificant influence on patients' ability to attain equivalent pain relief, as other pain medications were of equivalent efficacy. They asserted that transitions were carried out efficiently with a sufficient range of treatment options. 
I don't really think I had any problems at all with my patients going from OxyContin to OxyNEO. (MD6) It didn't seem like a big blip or anything in my practice, it just, patients were explained, they changed over and the pain was controlled, so it was not a big issue. (MD5)
Some seized the opportunity to switch patients to other medications because of their specific dislike of OxyContin. Two physicians perceived an association between unsatisfactory outcomes to illegitimate use of the medication by patients and expressed concerns for patients who found switching to a different painkiller problematic, stating that equivalent relief should be obtained with other medications, particularly OxyNEO.
One pain specialist who saw the highest number of patients in the clinic categorized 65%-75% of patients as ones who understood the reason behind the switch and were confident with switching to non-OxyNEO alternative medications. This further supported the perception that discontinuation had an insignificant impact on pain management.
Theme 3: Sufficient Resources for Opioid Prescribing.
Six physicians deemed existing guidelines for opioid use to be adequate and sufficient for physicians to prescribe opioids safely. They felt the use of opioids across different practice settings can be optimized when physicians follow the guidelines in place, ensure appropriate prescribing, and perform accurate conversions between opioids.
I think the Canadian guidelines for safe and effective opioid prescribing, if applied uniformly, will do a lot. (MD3)
Lack of adherence to the practice guidelines was thought to be the issue in prescribing. While a need to regulate opioid prescribing was not suggested, one GP mentioned the idea of a narcotic database, expecting that such an initiative would enhance monitoring strategies for opioid prescribing across the province.
Theme 4: Disapproval of Generics.
Physicians considered existing pain medications sufficient to replace OxyContin. All but one strongly opposed the introduction of generic products, believing that doing so would defeat the purpose of discontinuing OxyContin. No physician participant had prescribed generics to their patients and six actively discouraged their use. While they agreed generic products could be beneficial for some patients, this consideration was felt to be greatly outweighed by the negative consequences that could arise. 
I'm actually very angry
Theme 5: Barriers and Opportunities in Optimizing
Care. While all seven physicians successfully switched the majority of their patients off OxyContin, challenges were encountered. These included the lack of access to OxyNEO and the cost to those without drug plans, the abruptness of the discontinuation, and the short period that was allowed for physicians to switch patients to other pain medications. This pressured physicians to make conversions quickly, eliminating the possibility to wean patients gradually from OxyContin. While the rationale behind the discontinuation was considered reasonable, delays in notifying healthcare professionals about the discontinuation and in processing applications to receive OxyNEO were not. Anticipating a three-month period to process applications, physicians switched the majority of patients to other medications to avoid wait-times and withdrawal. In addition, physicians proposed the creation of a national database accessible by all healthcare providers to monitor patients' use of opioids and to prevent "doctor-shopping." Some also stressed a need to provide additional training to all physicians to enhance opioid prescribing expertise.
I thought it was
Discussion
This study explored perceptions patients with chronic pain and their physicians had on OxyContin's discontinuation and its impact on care. Both patients and physicians agreed that gaps existed in the discontinuation process that could be improved on. Compared with physicians, areas of divergence for patients included the motive for discontinuation, the impact of discontinuation on chronic pain control, and the changes necessary to improve care.
Perceptions of the motivation for discontinuing OxyContin varied considerably among patients and physicians. Patients and physicians disagreed on the reason to discontinue OxyContin to address misuse and on whether phasing out the medication would fulfill this purpose. Despite doubting that restricting access to one problematic medication while leaving other opioids accessible would address the issue of addiction, physicians strongly agreed that the popularity of OxyContin among nonmedical users necessitated its discontinuation, asserting equally effective medications were available for legitimate users. In contrast, the majority of patients from this study believed that discontinuing OxyContin was wrong because it adversely affected their pain management and unfairly disadvantaged them. They had little faith that the strategy would work and held more negative beliefs regarding withdrawal and alternative treatment options. The introduction in 2010 of OxyNEO in the United States resulted in reduced abuse of OxyContin, but abuse of other long-acting opioid medications and heroin increased [28] [29] [30] . Such reports may have contributed to patient distrust in the effectiveness of discontinuation as a strategy to curb misuse. Furthermore, the introduction of generic versions of OxyContin sent a mixed, if not conflicted, message. Acknowledging the validity of these concerns and better explaining the evidence and rationale behind their own beliefs could help physicians to identify common ground with their patients, provide clarity, and, in turn, increase buyin with making the transition.
Several other opportunities in patient-physician communication were identified. Patients were learning about OxyContin's discontinuation from the media rather than from their physicians. Physicians perceived that they had switched the great majority of their patients to other analgesics successfully, while patients felt more negatively impacted by the switch. Such differences of opinion were not openly communicated with each other. The short time to discontinuation, discontinuation that took place while some patients were between clinic visits, and the media announcement before physicians could take the time to inform their patients likely were all contributing factors. Patients were also unhappy about their lack of involvement in the decision-making process after discontinuation. While some patients prefer to participate in developing medical plans for their illnesses and others adopt a more passive attitude [27, 31] , it has been shown that physicians who involve their patients in treatment decision-making report more satisfied patients than more authoritarian physicians [32] .
Patients stated that physicians did not provide them with enough information and felt their concerns went unheard. For example, some patients found alternative medications following discontinuation were ineffective but felt they were unable to communicate such concerns. This is consistent with previous literature that showed clinicians can underestimate patient desire for information to better understand their health condition and their need to feel known and understood [33] . While incongruities between the clinicians' approach to illness and the patients' personal experiences of illness are well-documented [34] [35] [36] , a patient-centered approach can help to minimize the impact and improve resulting care [37] [38] [39] . Using another example, some patients in this study expressed concerns over physical dependence and were interested in discontinuing opioid use. However, self-tapering resulted in withdrawal symptoms and negatively impacted their quality of life.
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Fear of addiction, tolerance, and adverse events are major concerns with opioid use [40] . An open, proactive discussion with patients regarding these concerns could help to initiate a safe, prescriber-guided opioid discontinuation plan.
Most patients and all physicians in this study felt that the healthcare system could improve but focused on different aspects. Patient dissatisfaction was most commonly related to not receiving adequate information about their medication therapy, particularly helping them to better understand the benefit-risk ratio at initiation. This was further complicated by conflicting messages from different healthcare professionals and the media. A helpful strategy could include dedicated time for standardized patient education for highrisk medications such as opioids at initial prescribing and/or dispensing. Integration of the pharmacist in this role could help to alleviate physician time constraints and reinforce key messages. On the other hand, most physicians admitted that managing opioid abuse against maintaining optimum pain control for chronic pain sufferers seems unattainable and required system-wide strategies. They supported proposals to develop a national database to better monitor the use of opioids [41, 42] , to improve adherence to practice guidelines for opioid use, and to apply tools such as opioid contracts and urine screening tests [43] [44] [45] . Many of these are now a part of the action plans recently outlined by Health Canada and Ontario's Ministry of Health and Long-Term Care [46, 47] . In addition, Canadian evidence-based guidelines for opioid use, along with practice tools and decision-making aids, are in the process of being updated by 2017 [48] [49] [50] . These will be useful in guiding physicians and other clinicians towards safe and effective opioid prescribing and management. In addition, physicians advocated for earlier communication and a more reasonable timeline from policy makers. Both patients and physicians agreed that improved access to alternative agents to assist in the discontinuation process was essential.
While physicians generally expressed confidence in the ability of GPs to prescribe opioids, patients were more doubtful. A survey of Ontario primary care physicians showed that 86% felt confident with opioid prescribing but most voiced concerns over opioid use and 42% had patients who experienced opioid-related adverse events [49] . Other research showed pain specialists were more comfortable prescribing opioids than GPs, who typically had less training in opioid prescribing [51, 52] . That chronic pain, patient education, coordination of services, and interdisciplinary teamwork were often inadequately covered in medical curricula [53] can contribute to patients' negative experiences and/or lower physician comfort level. Reluctance of GPs to prescribe opioids might further compromise patient pain relief and QOL [23, 54] . Given that the majority of opioid prescribing occurs in primary care, education tools and resources designed to support primary care practice will be needed. Content on chronic pain management and opioid use should be better incorporated into core curriculum for physicians and other healthcare professionals. Enhancing patient education and patient-prescriber communication could also serve to increase patient confidence.
Strengths and Limitations
The diverse study sample of patients and physicians is a main strength of the study. Exploring experiences of physicians in different practice settings (i.e., GPs and pain specialists) as well as patients residing in rural and urban communities allowed us to collect data from varied perspectives. Secondly, obtaining perceptions from both patients and physicians illuminated certain points of agreement and controversy related to the same topic.
Inherent with voluntary participation, participant bias may have influenced the results. Participants with stronger opinions, whether positive or negative, may have been more likely to participate. The small sample also made the findings less generalizable to other population groups such as younger individuals with chronic pain and patients in other care settings such as long-term care. The lapse in time since discontinuation may have contributed to inaccuracies in recall. In addition, because of time and resource limitations, pharmacists were not included in the current study. Pharmacists play an important role in managing prescription opioid access and had first-hand experience in OxyContin's discontinuation.
Conclusion
This inquiry contributes to a better understanding of the first discontinuation and reformulation of an opioid indicated for chronic pain management in Canada. Patients and physicians disagreed in their level of support for OxyContin discontinuation and in their perception of the negative impact discontinuation had on pain control. They also identified numerous inadequacies within OxyContin's discontinuation and opioid prescribing processes that formed barriers to optimum care. Comprehending the patient and physician perspectives will help healthcare professionals and decision-makers better address these gaps in care.
Additional Points
Summary. OxyContin was one of the most commonly prescribed medications for chronic pain in Canada. It was delisted from the Ontario Drug Benefit Formulary in 2012 because of concerns of addiction and misuse. This qualitative study explores the impact of discontinuing OxyContin on chronic pain patients formerly prescribed it, as elucidated by interviews with patients and their treating physicians. Patient views differed markedly from those of their physicians on the motive to discontinue OxyContin, perceived impact of discontinuation on pain control, and deficiencies within the healthcare system. Patient and physician views were congruent on the need to optimize current pain management practices.
